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P 2 N VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://iwww.dail.vermont.gov

Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

July 19, 2011

Jessica Jennings, Administrator

Saint Albans Healthcare And Rehabilitation Center
596 Sheldon Road

Saint Albans, VT 05478

Provider #: 475021
Dear Ms. Jennings:

Enclosed is a copy of your acceptable plans of correction for the revisit survey conducted on
June 28, 2011.

Follow-up may occur to verify that substantial compliance has been achieved and
maintained.

Sincerely,

SUNNTIIN=N

Pamela M. Cota, RN
Licensing Chief

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced re-visit foé/tzhgl r?cgrtification F253 St. Albans Health & Rehab Center provides
E"':V_ fé’rwgfsl ?fgfﬁzt:g:f F?'o'ec']io“ y~|52§ this plan of correction without admitting or
W i A58 ] 1% Te/tohrkitdl i, vi¥s . e .
following citation remains uncorrected. denyl.ng t_he validity or existence of the allege
{F 253} | 483.15(h)(2) HOUSEKEEPING & {F 253} deficiencies. The plan of correction is prepared
$5= | MAINTENANCE SERVICES and executed solely because it is required by

The facility must provide housekesping and federal and state law.

maintenance services necessary to maintain a ) _
sanitary, orderly, and comfortable interior, Residents on the East Unit rooms #11, #18, #24,
And # 25 have the potential to be affected

This REQUIREMENT is not met as evidenced by this deficient practice.

by:
Based on observations and confirmed through B&D Construction, have already sheet rocked
interview, the facility failed to assure that all the walls behind the toilets in the mentioned rooms,

resident areas were maintained in a sanitary and

comfortable manner. Findings include: and will begin painting them the week of 7/18/11.

During the re-visit tour of the physical ‘Abel Glass & Tile will be at the center the
environment on the morning of 06/28/11, the week of July 18th’ 2011 to replace the tile in
following observations were made: the west wing shower room.

1. There was crumbled paint, and/or loss of sheet
rock exposing interior wall board, on the walls Environmental rounds will be completed
behind the toilets in the bathrooms of roorms #11, Weekly x 90 days by the Maintenance '

#18, #24 and #25 on the East Wing. The Denart 1 tesi
deteriorated areas of wall wera centered around epartment to assure all resident

. plumbing fixtures and located direcily below the areas are maintained in a sanitary and
faucet handles, comfortable manner. Audits will
| be reviewed during the quarterly QA

2. The Resident shower room located on the
i West Wing had tile missing from the corner wall
between the 2nd and 3rd shower stalls.

meetings. .

o . Corrective Action completed by July 25, 2011.

Per interview at 2,00 P nistrator stated ] \ S :

that they had receiveg/a quote at iy May from a Fas2 POCA-C&(JM igly SMN|W |
I.ABQRAT ECT07 WES BIGNATURE TITLE (X6) DAFE ]

Any defigency statement ending with/an asterié( (*) dhnates a deficiency whﬂ the lnstituti}afmay be excused fram correcting providing it is determined tha
other safeguards pravide sufficient pfotection to the gatients. (Ses Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

Iswiffg the date of survey whether ki not-a plan offcorrestion Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these dacuments are made available to the facility. If deficiencies are clted, an approved plan of carrection is requisite to continusd
program participation.
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contractor and also approval from their corporate
office recently for payment. The Administrator
confirmed that the above menfioned areas are
not in good repair and were not fixed.
l
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